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Rainbow Children's Hospital - Guindy

Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA 600015,
TEL NO :044-40122444
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : [P18-00036409 Admit Date : 10-Jul-2026

LR UL CRRIRT AL TTLARRTHRTL I R

Admit Time :02:58 PM UHID : GUC-00093689

Patient Details :

Patient Name :Mrs R ANUSHA

Guardian © Mr S SATHISH KUMAR
Gender : Female
Occupation

Address (H) : FLAT NO E SEVEN HILS APARTMENT
MAHADEAN STREET West Mambalam

Chennai Tamil Nadu INDIA 600033

Age :31YOM28D

DOB : 12-06-1995

Religion

Martial Status

Phone No 1 7401284765/ 9791202043
E-mail

SKSAATHISHKUMAR46@GMAIL.COM

Admission Details :

Tamil Nadu INDIA 600033

MAHADEAN STREET West Mambalam Chennai

Bed Type : MICU Bed No : MICU 802 Ward Name : 8F-OT COMPLEX
Room No : MICU 802 Admission Type : First Visit

Contact Details ;

Name © Mr S SATHISH KUMAR Relationship : Husband

Contact Address : FLAT NO E SEVEN HILS APARTMENT Phone No 1 7401284765

R

Signature

¥ W
Doctor Details :
Doctor Name D UMA K
Referral Lloctor cDr UMA K

Co-Consultant

Specialisation  : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Fayment Mode : Cash

Deposit Amount :0.00

Payor Name . SELFPAY

/ Time : 10/07/2026 14:59

2

Printed By : 017420
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Rainbow Children's Hospital - Guindy

Rainbow Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.

Children's ™ TEL NO :044-40122444

Hospital =" WEB : https://rainbowhospitals.in

Ratnbow
GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs R ANUSHA Age : 3MYOM28D
IP No: IP18-00036409 Sex: Female
Consultant: Dr. UMA K Ward/Bed No: 8F-OT COMPLEX/MICU 802

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
[Mmince coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
caio uf the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

'l am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines".

Nole:

1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failing the submission, | will pay 200/- Rs.

(Hﬂvcrs Signature:................. )

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative: _o

Name: > (fﬁ%)s/ /[Mqa_,g 67 Patient Address:

>
- FLAT NO E SEVEN HILS APARTMENT
e A8 band/ MAHADEAN STREET West Mambalam
Date: m L 07.310 26 Time: 2}S¥ Chennai Tamil Nadu INDIA 600033

Wittness Name: ﬂ«w IN

L]
Wittness Signature:/bé'

f Time : 10/07/2026 14:59 Printed By : 017420 Page 2 of 2
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BILLING POLICY

> Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout, Settlement post [2PM, room rent
will be charged for half day extra & post 6PM. it will be charged for full day. Less than 24 hours stay will be considered
as one day.

P Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or OP
Procedures. Equipment. Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra,

» 5% GST Charges applicable on more than INR 5.000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council.

P As per the G.O.L. guidelines, we can collect Rs 1.99.999/- only in cash mode, balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment,

» In the event of TPA / Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable.

> If the Surgery/ Procedures performed in emergency hours (8PM-6AM), Public Holiday and on Sunday will be
charged 30% extra.

> Assh. Surgeon and Anesthetist Charges will be charged 30% on the Surgeon Charges.

>

/\ciq’uission will be done according to the ward category chosen by the patient; charges will be applicable as per the ward
catcgory. All charges vary as per Room category. except Pharmacy and consumables.

Patient/ Guardian Self Attested Government 1D proof is mandatory to submit at the admission.

TPA/Insurance Processing Fee applicable for all Insurance Cases,

> Inourhospital there is "No Discounts Policy", Kindly co-operate.

» No Duplicate/ Second copy of OP or IP bill will be issued.

P In case the patient is shifted from lower category to higher category, all the charges like consultant visits,
investigations, operations and procedures ete. from the date of admission will be charged according to the higher
category.

P If the patient is shifted to the ICU. the attendant should vacate the room. If the attender occupics the room, it will be
charged as per dual occupancy.

P Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount is applicable in case the
patient opts for higher category higher than the TPA approved, which has to paid by the patient and may not be
reimbursed by the TPA / Insurance Company at later stage.

»  For Non - Medicals. Disposables, Consumables. Infusion Pump. Taxes, Implants, HIV/ HbsAg, Medical Records,
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc.. credit cannot be extended. These items are
not payable 1o us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).

P lttakes time for cash discharge is a minimum 3-4hrs, and in the case ol insurance, it will take a minimum 6-7hrs.

> Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case

of denial from TPA, has to be paid by the patient,
T'wo attendants are permitted with patients in Deluxe. Private Rooms and only one is permitted in the rest of the
categories of rooms. No attendant is permitted in ICU's.

B Allthe refunds more than Rs.5.000/- will be refunded through NEFT within 7 Bank working days.
> Paticnt attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill

| Patient Name

Scll‘-‘;\ncndém N:_a.mc_:_? (_Q,.fo_jiﬂ/ /\/mi‘ \} -

shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire dailv about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-

DECLARATION

[ 'have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this

case. the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. I
promise to settle the claim with the hos

: pital as per Hospital Cash Tariff,
e
Awsha R

_— — 20 -—_

-UH IB ;Nu.r-nber I

Relation : » //—
I

T Selt? Attendant Signature :

Phone Number : 7

7%0
‘GDY/FRM/CLINICAL/426

>

1254 765

.

Name & Signature of Financial Counselor

T |

e
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DOCTOR

NURSES

Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not after existing instructions.
Discontinue a drug by drawing a line || through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Omyonecthhouldbainuseatanyoneﬁm.Whmmchanismn,anawsupplauchanbakemmnWs
drug sheet folder.

_ Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient  2) Right Drug  3) Right Dosage 4) Right Route  5) Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
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: | Additional Instructions:
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[Additional Instructions:
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CAESAREAN SECTION OPERATIVE NOTES

® girthRight
I?RNNBQWHDSPTTALS
Your Mwa&hhﬂhmy

| @eon's Name: DE. UnA- K Date of Delivery: 0~ 07~ 2 246

JI | Assistant Surgeon: . MOMATA PR\Y A Time of Delivery: H:10. Pm

1? Anaesthetist's Name: DR MOH AN Gender of Baby: &0 \// -

i Type of Anagsthesia: J L PIN AL Weight of Baby: 4.9 26 i

f | Neonatologist: ~ pR - G| LOKAN | AGPAR Score: @/ % /(ﬁ’ U/ ’

f SorubNurss: Oy T Sy IV NICU Admission: Oves gag |

} LPra—Operaﬁva Dlagno;is: @, 2. P/ L, /; PREV VD / DM v O0HA /LFU WEHL S

f ™ O Elective W/Eﬁergency! indicauon/cél?ﬁwpfwltDPQPROP R 4%
Urgency -

O Immediate Threat to life of woman or fetus

O Maternal or fetal compromise not immediately life threatening
0 maternal or fetal compromise but needs early delivery

O Delivery timed to suit woman and staff

j § & 1 1 < ( ;
O?,[)M' : Knim'tore_g:tus:.......\S mh/S

Decision time:
CTG Description: Mé’%ﬁ‘bu\,{/h? ;

If there was a dejay give the reasons:

CLETT T

Surgical Procedure: (] ERGeNLY  Low e R ceqam e
CESRERERY S (10N HITH BILATER AL 57;%% "
’ 9 Post Operative Diagnosis:

P, [RRe I N VD e e P05 - O

Peri-Operative Complications: / /
| Nj_
Amount of Blood Loss: A X2 i) Blood Transfused (in ML); NI —

Name and Number of Surgical Specimen sent for examination:
Edntsnt ﬁ%w-* Twhes serd

i o
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Examination F;nﬂgwhan Appropriate:
al

COrd APPORIANGCE: ..osuaceasssssissrmsmmssemsssnsesss
Appearance of placenta: ... NMW

.. Cavity explored O Yes NG

Presentation: nalic [1Breech LI OGN oo Gervical DIltAtON: ........ccoow. s (Y e em | - ]'[
5th Palpable: .. L f{MUWIW LT |
Station: D-3 ‘g2/c4 Oo o+ O+2 Mouldng: SNone O+ D++ O+++ l
Caput O+ DO++ DO+F+ . Meconlum: {¥fone DO+ O+ O+++ ﬁ
Bladder Catheterized g){( 0 No Uring:  EDGtar - Blood Stained Y
Skin Incision: nstell 0 Transverse O Midline [y, g l{
Uterine Incision: & Cower Segment O Classical Ol Inverted T C1J Incision i
Previous Scar: O Intact O Thinnedout O Ruptured B No'SCar |
incision Through Placenta;, 1 Yes O :l
Delivery of head: anu O Forceps \
Liquor: gar O Meconum: O oy Om OBlood O Offensive O Not Offensive ',
Delivery of Placenta: [ Manual (] v} [P lm;mﬂﬁfate - Olincomplete 0 Piecemeal ‘l

.. Cord around the neck DOYes ONo* A

Uterus, tubes and ovaries: D ﬂoﬁal [ Not Normal Steﬂllzaﬁon gx{ O No bﬁj MAOGL f W
Uterine Closure: (J One Layer vam/L;yers [-V,ng/f Suture

Peritoneal Closure: 1 Pelvic O Abdominal ~ DINOME covmsmsumsmssmsessesgingr g Suture

Sheath Closure: N e L2 (A4 Suture

Fat Closure: OYes O No Suture

Skin Closure: Dsutcuticular O Maﬂnss IVFWM Suture

Vagineal Evacuated I:I No

Drain: D Yes D—N( 1 REMOVE N w.cunvssersmmsaspenness days O Await instructions

Ctheter 6s O No [1Removein ... X erhw days [ Await instructic.\s

Swap & Instruments count correct? Wé ONo O Post-0p Antiblotics O No

NF_ X, .G [m’&‘

Intra-Operative Antibiotics cover: O Yes \GYNo DOiThrom rophylaxis g/s ONo
Post-Operative Notes: .. i A "\g 10 ’F W‘A’e‘d 5{}{ M
2 TVE O ls ik :

Doctor Name: .......
Date & Time: ..

CPREE . [Gom. 8D
% PAN frO ?M_V 8D ..
i PMWTML g MO8
e E'JN_L e AMASD] 61)?{?\_/& i find W/ Sis
TR E. . 0.0 Y L.
g h _.»7 q, ﬂb PCV ;bNN £ /dod gt
oo S fas Pl“’&é B0 2OR7 Do

DOCROT SIGNALUTES covesssersrssssssssmrsmssssssssssenssssiss s
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Rai bg-" . Patient’s Name:.......ccccconucerrrecnneecesenresmnssesssssssssssssseess

dainbow .

Children’s @ BirthRight MRD NO:... monasss  wisocoseuss
Hos pital . BY RAINBOW HOSPITALS ;zr-t:mu;s MYoMzsp
i LT |

(_PHLEBITIS ASSESSMENT ) f . -k

!nuﬂ CANNULA 1 CANNULA 2
Tma’:( wf”" Date : Time:
Location : @ S Neyasit Location :
Size : \,b Size :
Cannula inserted by : Q { \ e o Cannula inserted by :
Dpta Time |Phlebitis {Infiltration Int!:lrlvint?on Sign Date | Time |Phlebitis |Infiltration | INursing“ i Sign
\We BT |Oves@fio|Oves CRoPyien  YEgo0 OYes ONo| OYes ONo
AP™M _|Oves oo [ Oves o] (ot P OYes ONo| OYes ONo
: 19 ™ |OYes ONo | OYes Oio OYes ONo | OYes ONo
WY 119 [Oves 0f@[Oves oo [ o ﬁ: DYes ONo| Oves ONo|
V' [2pn  [oves ong] Oves oo Ir-A OYes ONo| OYes ONo
SAM _|OYes ONeJOYes Ctp |8 |$1 [Yes ONo| OYes ONo
3R [OYes ONetOYes ONo| myhua. | 9 OYes ONo | OYes ONo
De [OYesBo | OYes 210 om_, L OYes CONo| OYes ONo
{4 a1 |OYes O] Oves 25| ; OYes CNo | CIYes ONo
1”' , |Oves oo OYes Mo| o5 bgps | S ™) OYes ONo | OYes ONo
; f_ﬁ OYes WG| OYes ANo| Al s | Cqnn OYes ONo | OYes ONo
&P |OYes Olo| OYes Do })1',,:“ J] pA OYes ONo | OYes ONo
TP~ |OYes ONo | DYes ONo @'L;C/ OV OYes ONo| OYes ONo
\Elob [ 8 pry, [Oves @ | Oves Bl b sl 48 - OYes ONo| OYes ONo
ﬂlpm_ OYes GG | CiYes EMNo et , , 0| d B OYes ONo | OYes ONo
m_m Laﬂn-, DYes @Ro | Oves ERo UL;Q,.; e - OYes ONo| OYes ONo
VAT ok (At iy |OVes GG OYes EMo|, 406+ |dO - OYes ONo| OYes ONo
b A2 /55 Lo Do |0es BFo | Tves tio| P . OYes ONo| OYes ONo
L ayn |@¥es ONG | Oves ONo | ~ OYes ONo| OOYes ONo
|7 OYes Do | OYed BNo PR o4/ (0 QE OYes ONo | OYes ONo
| P Oves oo trIves @No| 1 bren | GO [Yes CNo| CIYes ONo|
b, [Oves onoJerves Olo L) (). OYes ONo | OYes ONo
ﬁb OYes ONo | E#ves ONet D | & OYes ONo| OYes CNo
%}LB ﬁg)_m OYes IJN; OYes ONOD| Db""' }’Q‘l ClYes ONo| OYes CONo
| 1eom |Oves oo | Ovesamo] |- [Yes ONo| OYes ONo
B 19 ayn [Dvesano | ovestine] — | B OYes ONo| OYes ONo
b o |Oves 5G| Oves ENo | Ry~ | g DYes ONo| OYes ONo
Cannula removed : BYés ONo, if yes date and time : u Cannula removed : OYes ONo, if yes date and time :
RX any initiated : [JY; No ONA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Bf éﬂ % Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
¥ Every 4 hours if only on IV medication. :
V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
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( PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD ]

Date :
Location :
Size :

CANNULA 3

Time:

Cannula inserted by :

Date :
Location :
Size :

CANNULA 4

Time:

Cannula inserted by :

Date | Time [Phiebitis [infitration| "™ | Sign || Date | Time [Phiebitis [infitration| MM | sign
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
[Yes ONo | OYes ONo OYes ONo| OYes ONo!
OYes ONo | OYes ONo OYes ONo| OYes ONo|
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo|{ OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CiNo DOYes ONo| OYes CINo
OYes ONo | OYes ONo OYes CINo | CYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CINo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo!
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes CINo | OYes ONof
OYes CNo | OYes ONo . . |0Yes ONo| OYes ONo !
| Cannula removed : OYes CINo, if yes date and time : Cannula removed : CIYes CINo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours If only on IV medication.
e V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) A
0 1 2 3 4 5
IV site appears heaithy | ONE of the following Is | TWC nf the following is | ALL of !‘ha:[pllowing is | ALL of the following is‘ ALL of the following ia_
evident: evident: evident: evident and extensive: | evident and extensive:
# Slight pain near LV, | #% Painnear V. Site | % Pain along path of | # Pain along pathof | % Pain along path of
site or slight redness # Erythema cannula ¥ Erythema | cannula % Erythema | cannula # Erythema
near .V site # Induration # Induration # Induration # Induration
# Palpable venous cord| % me Venous:oord
| OBSERVE CANNULA | OBSERVE CANNULA il %E%%m mfcﬁ'&m %&mm .
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BT oo | D | bo _—
12:06-19 Rainbow* o .
i - e | g SR
m‘n“‘“m‘ Hospital T ﬂ%:isﬂm_s
PAIN ASSESSMENT FORM R i s N
Date | mime |F0Scure Duration Acuity Character e [Tl ;'"'A‘ Intervention Sign
O Continuous | [J Acute 0 Sharp [ Dull O Increasing | O Yts/ | &
\Q\?j/ 3?”) O [ uo O Intermittent | O Chronic O Aching  [J Burning | [J Decreasing | O No ol O}Oa'f y
' O Continuous | I Acute O Sharp  OJ Dull O Increasing | _B-Yes WA (o,
o\ \\“’ 4‘“\ - l“’ O Intermittent | (I Chronic | CJ Aching [ Buming | OJ Decreasing | I No 2O
\%\ A y PBell- | O continuous B‘A?le O Sharp D-?H Ezcreasing g/'?s ﬂmi@:ﬁﬁﬂ 2&%
4 O . 5 " . P ) L=
\© 8 f [ P@fh D-.u%enmtlem 0O Chronic O Aching (7 Buming | O/Decreasing o ) o (S0
L 9 O Continuous te 0O Sharp Il O Increasing Yes
\q/\l ‘-ﬂm 0 ? D'? l :
n’ D-ﬁnennittem O Chronic [ Aching 3 Burning D-Dyraasing No DO el
Yho o Continuous | [J Acute O Sharp O Dull O Increasing | [J Yes j 200 0/\3
\\\“ 'gtﬁm lr]"o O Intgrmittent | I Chronic O Aching [J Burning | 3 Decreasing I]_No/ \0 MM Gr
‘ hJ L]
O Continuous | [J Acute O Sharp 7 Dull O Increasing | O Yes n
o |0 1W [
\\\q‘% j’ ) O Intermittent | OJ Chronic O Aching [J Buming | O Decreasing | o (e
\r&\ ?/_, 0 Continuous | [J Acute O Sharp O Dult O Increasing [J/Yes Wy
\rk e °|o O Intermittent | 03 Chroni Achi Burni i
W\ ~ ent | O Chronic [JAching [ Buming | [J Decreasing | O No Ny
(0 Continuous | O Acute 0 Sharp O Dull O Increasing | O Yes L;‘f ] Cﬁ 5 ki
N\ H‘O‘B SPm 0[@ O Intermittent { OJ Chronic O Aching 03 Burning | [ Decreasing | g : ﬁa_ K
AN O Continuous | [ Acute O Sharp O Dul O Increasing | [J Yes ™ [ 0
@W’O’ 2 o) Okp O Intermittent | O Chronic C1Aching [ Buming | [ Decreasing | @rfo %1;
f 2 bb prlo /{ ", [J Continuous | J Acute [ Sharp  [J Dull O Increasing | {ves™ NI - &29
3 g O Intermittent | O Chronic O Aching  [J Buning | [ Decreasing | . No 327 /
Re-assessment Frequency: /
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a  Atleast every 2 hours for the first 24 hours b)  Thenevery 4 hours.
€}  Prior to pain pain-refieving intervention. d)  Within 30 - 60 minutes afler pain relief intervention.
(PT.0)



i . T
_\n r A ~ PAIN >mmmmm=_mz._. ._.oc_..m

m;on;l’agg!.m_._ Month o 7 Years)

. SCORING |
CATEGORY
_ (] ;
. Occasional Grimace or Fown, Frequent to constant frown,
No Particutar expression or smile withdraw, Disoriented quivering chin, clenched jaw
. Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
—_ . g
Laying quielly normal position, Squirming shifting back and
| . 1 Actiity moves easly forth, tense Asched, right, or Jerking
emerical Pain Scale (Obstelric and Gynecology) - : . :
. Moans or whimpers occasional Crying steadily, screams of sobs.
f T f 1 m t m m m _“q Cry No Cry (Awake or asicép) complaint frequent complaints
______
il _ Possble Pin Reassured by occasional louching,
Consolability Contet, relaxed hugglng. or being tafked to, Difficult o console o comfort

- Nesnatal Pain, Agitatien and Sedation Scale (upto 1 Month)

Pain / Agilatiea

Asseszment Sedstian Hormal
Criteria
Wong - Baker (Pedialrics) Abeve 7 T Vears -2 -1 @ 2
Crying No Cry with pairful | Moans or cries Apprapriate crying Not) iritable or crying at | High-pitched or silent-
Irritabdiity mu_s_.ﬁ _._.m.g!_s_ﬁni irmitable intervais consolable | continuous cry
Inconsolable
) —.s.ﬂ_h-mmu —#-..u..ﬁ-:s mﬂslaa :s._mi_.as_h :._____ms_oﬁ“ Behavier State | No arowsal 1o any s_ﬂanmugﬂq_n Approgriste for Restiess, squirming Arching, kicking constantly awake
stimuil stimuli gestational age Awakens frequently | or
No spontanaous Little spontaneous Arouses minimally / no moveme:
I movement movement (not sedated)
! | : - | Faciai Mouth Is lax Minimal expression | Relaxed Appropriats | Any pain expression | Any pain expression
_ : -+ | Expression | No expression with stimul intermitient continual
. Udremiies | Nograsprefiex  |Weakgrasprefis | Relaedhandsand | Intermitiont Continual clenched
Tane Flaccid tone decreased muscle | feet cdlenched fves, fists | toes, fists, or finger
fone Nommal Tone of finger spiay splay
Body isnottense | Body s tense
Vital Signs HR | No varability with ' Lessthan 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
R, B8R 830, | stimul varizbifity from normat for from baseline baseline, Sal, less than
Hypoventifation or | baseEne with stimuli gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea mulation - quick { stow recovery Out of syn¢
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PAIN ASSESSMENT FORM B i e

“Z

Tour Righ o Sae Dutery
Pain Score | . - Modifying | Patient / Family ;
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
O Continuous | I Acute {1 Sharp 3 Dull O Increasing | O Yes N BN
T}\'} e Lf -| 0 [ W | O Intermittent | O Chronic [0 Aching [ Burning | [J Decreasing | €0 AN o St
T
\ O Continuous | I Acute [J Sharp 3 Dull O Increasing | [ Yes N1 [ @{L/
i b \ olw| _ : ’ ing 01 Burn g | Oao— '
1 O Intermittent | O Chronic O Aching [ Burning | O Decreasing e e
w
O Continuous | O Acute 0 Sharp 7 Dull O Increasing | O Yes )
< }}L [;; oM o / 10| — 5 . . : ) oG Ao
\ O Intermittent | O Chronic [ Aching [ Buming | O Decreasing
O Continuous | O Acute 0 Sharp O3 Dull [ Increasing | O Yes
O Intermittent | O Chronic O Aching [ Burning | [ Decreasing | [ No
O Continuous | O Acute 0O Sharp I Dull O Increasing | O Yes
[ Intermittent | I Chronic [ Aching - [J Burning | OJ Decreasing { O No
[0 Continuous | O Acute (J Sharp [ Dull O Increasing | O Yes
O Intermittent [ [J Chronic O Aching [3J Burning | O Decreasing | [ No
O Continuous | O Acute O Sharp O3 Dull O Increasing | O Yes
O Intermittent | O Chronic [ Aching [J Buming | [ Decreasing | [J No
O Continuous | O Acute 00 Sharp  OJ Dull O Increasing | [ Yes
O Intermittent | [ Chronic DO Aching [J Burning | [J Decreasing | [J No
O Continuous | OJ Acute [J Sharp  [J Dull O Increasing | O Yes
0 Intermittent | [J Chronic O Aching [ Burning | [J Decreasing | O No
] Continuous | O Acute [ Sharp  [J Dull O Increasing | O Yes
O Intermittent | O3 Chronic O Aching [ Burning | [J Decreasing | LI No
Re-assessment Frequency:
1. Every eight hours for al hosptaized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b)  Then every 4 howrs.
©)  Prior to pain pain-refieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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Morse Fall Risk Assessment Form R e el
|72 N 55 )
) : Date / Ti ]5)5 { <
Choose Highest Applicable Score from each Category /iy f 0 / 5,} E [o I < (/ /-;L Fall Risk Grading
Score &( -
History of Falling Yes 25
(immediately or w/in 3 months) No 0 1 L o o Risk Level Mursz:;:g)Score Action
Secondary Diagnosis Yes 15 1€ 1S L
(more than one diagnosis) No 0 b, i s
Furniture 30 Standard Fall
: Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 i, " o
IV / Heparin Lock or Saline 1Es g ro) 20 20 Implement
i ’ Moderate Risk | 25 - 50 o
Imgared 20 irnion
GAIT / Transferring Weak (uses touch for balance) 10 /D i
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 P Risk Fall
Mental Status 0 ‘g = o 0 D High Risk 241 Prevention
riented to own ability 0 {2 Ihiteiveiiii
Total Morse Fall Scale Score: ﬁﬁ/y 3> 2K
Soare |77 0lgf Y=o | 537
Tick (v') whichever precaution taken. - Maderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions 1 Assist and/or supervise ambulation. Reinforce to always call for assistance
Law Risk (0 — 24) (Standard Falls Precautions) O Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( > 51) Apply all low and moderate risk interventions, and.
[J Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as apprapriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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Morse Fall Risk Assessment Form oo | S s
[y ool
ey S5
_ _ Date / Time qa:p . :
Choose Highest Applicable Score from each Category Scjore \1 - N HB’% 2 Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 o O D Risk Level Mnrsc(arzgg)Score Action
Secondary Diagnosis Yes 15 | A— (5 (5
(more than one diagnosis) NO 0 -
Furniture 30 ) Standard Fall
| : Low Risk 0-24 el
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 0 (@) O
8
20 ot/
IV / Heparin Lock or Saline 188 et dO Implement
No 0 Moderate Risk | 25-50 g"de’a.te Fall
Impaired 20 revention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 R Risk Fall
Mental Status 0 ‘g et e = _ [ 2 High:Risk =3 Prevention
{ientec to:gwn aowty =) © Intervention
Total Morse Fall Scale Score: '}S~ S Qe
A = L1 -
Signature %{ % X ;Pl 51&099
Tick (v) whichever precaution taken. : Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [0 Assess patient after visitors, leave to ensure safety measures in place
[J Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[J Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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Morse Fall Risk Assessment Form R et e TR R
L
l%’? \h LD [ %%
Date / Time = ) e =
Choose Highest Applicable Score from each Category Score /3, Fall Risk Grading
History of Falling Yes 25 ¢
(immediately or w/in 3 months) No 0 @) O o Risk Level Hurs? l::;g}s::ure Action
Secondary Diagnosis Yes 15 15} IS
(more than one diagnosis) No 0 A 0
Furniture 30 Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 D (D) 0
Yes 20 o
IV / Heparin Lock or Saline Ne 3 ’9(;) Implement
g i @ Moderate Risk | 25 - 50 Moderats Fall
Impaired 20 rrtevenn?n
GAIT / Transferring Weak (uses touch for balance) 10 . =
Normal /On Bed Rest /iImmobile 0 2 e i Implement High
Forgets limitations 15 Hiah Ri Risk Fall
M Status igh Risk 2 51 s
oAl S Oriented to own ability 0 0 O L Prevent]qn
= Intervention
Total Morse Fall Scale Score: 9] Olg' 55
Signature % K- ﬁ (} @ |
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) [0 Hourly safety check
[J Ensure patients use their prescribed eye glasses if any, in the hospital [J Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006






«w

Q)

Sensory Perception

diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

moaning or restlessness; OR, has
sensory impairment that limits the
ahility to feel pain or discomfort over
half of body.

or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

ahility to feel or communicate pain or
discomfort.

e | -
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AT R S T L
Date :[[0) VWAZETA T Rl
Time : n [ V) =
—
| 1. Completely immobhile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes |  Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. l—/j 9
without assistance. to completely turn self independently. independently.
2. Chalrfast : 3, Walks occoslonally: 4. All patients 100 young fo ambulate;
i Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
ﬁmﬁﬂd?ﬂ{f? ::n nfined tu- bed nan-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every '3 3
wheelchair.” shift in bed or chair. 2 hours during walking hours. - =
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment:
Unresponsive (does not moan, flinch |  responds ta only painful stimul, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit

Skin moves against

agitation leads to almost constant

assistance in moving. Complete lifting

assistance. During 2 move, skin

position change, moves in bed and in
chair independently and has sufficient

Moisture Degree 1. Constantly molst: 2. Very molst: 3. Occaslonolly moist: 4. Rarely moist:
: Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
to which i = f
o by perspiration, urine, drainage, elc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
skin is exposed L :
to moisture Dampness is detected every time 8 hours. every 24 hours.
patient is moved ar tumned.
T
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: ! ’
Friction . Occurs when | Spasticity, contracture, itching, or Requires moderale to maximum Moves freely or requires minimum Able to completely lift patient during

Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18 | NotatRisk: 19-23
Docu. No. : RCH /FRM / CLINICAL / 119

support surfaces thrashing and friction. without sliding against sheets is probably sfides 1o some extent against

Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely

skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Maintains good position (,

surface slide across repositioning with maximum assistance. in chair or bed most of the time but in bed or chair at all times.” 1}

one another occasionally slides down. y /
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent: '
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d! for age OR eats over half of most meals.| ~most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or mare
food intake pattern than half of any food offered. generally eats only about hall of any (meat, dairy products) each day. servings of mean and dairy products. '
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. 1 ;
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4 ot
. Hypotensive (MAP < 50 mm Hag; Narmatensive oxygen saturation may Normotensive oxygen saturation may - Excellent: 5
““O”:y::::ﬁs::]“ & <40in a newbom) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be N‘;g';"f“% v i sﬁg“‘::;‘“ [J‘ L\
does not physiologically tolerate <10 mg/d; capillary refill may be < 10 mg/di; capillary refill may be >3/ N0 gb; capillary
position changes. 2 seconds: serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
TOTAL SCORE 2F 1oy |24 1oy,

Evaluotor's Name ('}\ L/




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
©® Regular Turning Schedule ; _
| ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces .
® Manage moisture, friction and shear Alternating pressure mattress overlay
©® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients L
13-14 Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk ® Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. ‘/LI ‘T 4
without assistance. to completely turn self independently. independentiy. :
2. Cholrfast : 3. Walks eccaslonally: 4. All patients too young fo ambulate;
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
of physical activity I:;mﬁnad Io'bad non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every A{
wheelchair. shift in bed or chair. 2 hours during walking hours. - L
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment: : [
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
) or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort|  Has no sensory deficit that would fimit
Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or 2
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. 3
pain aver most of the body surface. ability to feel pain or discomfart over to feel pain, or discomfort in one or
half of body. two extremities,
Moisture Degree 1. Constantly moist: 2. Very molst: 3. Occasionolly molst: 4. Rarely moist: r
to which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
% indclacs Dampness is detected every time 8 hours. every 24 hours. ‘A' '7 ,A‘

patient is moved or turned.

FRICTION-SHEAR
Friction . Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across

1. Significont problem:
Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

Requires modarate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible, Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

3. Potential problem:

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position,
in chair or bed most of the time but

4. No opparent problem:

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times.*

=

food intake pattern

than half of any food offered.
Protein intake includes only 2

generally eats only about half of any
food offered. Protein intake includes

(meat, dairy products) each day.
Occasionally will refuse a meal,

servings of mean and dairy products.
Occasionally eats between meals.

one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent: l
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats (/
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/dl for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more 0-6\

Severe Risk : less than 9

| High Risk: 10-12 |

Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

L

ok

servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement. |
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:

: Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may - "

Tissgja Fe::;;?]n & <40in a newborn) or the patient be < 95%:; hemoglobin may be be < 95%; hemoglobin may be N';"::,mm ;x?_e" s;:m'::;“ oq ()6 t., G‘q
Xyge does not physiologically tolerate < 10 mg/dt; capillary refill may be < 10 mg/dI; capillary refill may be > 25 '"r::; gn; capitany

position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. < ¢ seconds. S

Evaluator's Name

ol
v



Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Turning Schedule 1 )
' © Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
© Use pressure redistribution surfaces ;
® Manage moisture, friction and shear Alternating pressure matiress overlay
©® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
©® Use the Same Protocol as for “At Risk” Patients s
13-14 Moderate Risk : ' i ; Gel pads for high-risk areas
@ Position patient at 30 degree lateral incline using foam wedges Afternating pressure mattress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overiay
® Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay




Rainbow® ® n: G g s
GUC-00093689 IP18-00038400 "n Children's B"'tthght
Mrs R ANUSHA HA A Hospit: BY RABSBOW HOSPITALS
12-08-1998 31Y1iMop £ — B DE" Q sc LE s 1 0 e O B 7 Vot Wight 0 3 Safe Dvivery
Or. UMA K ) ) .
il - =TEE
I m . Time:| [~/
. . Jile: 2. Very limited: 3. Stightly limited: 4. Mo mitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in LP
in body or extremity position body or extremity position but unable changes in body or extremity position position assistance,
without as: . to complétely turn self independently. independentty. . = 3
; : 2. Chairfast : - i | 3.Walks occasionally: 4. Al patients young fo ambulate;
; Ability to walk severely limited or Walks occasionally during day, but for |  OR walks frequently:
Activity The degree | 1. Bedfast: non-existent. Cannot bear own weight | - very short distances, with or without |  Walks outside the room at feast twica a }
of physical activity' | Confined to bed and/or must be assisted into chair or | assistance. Spends majority of each | day and lnside room at least once every
) : wheeichair.” shift in bed or chair. 2 hours during walking hours.
1. Compietely limited: 2. Very Smited: 3. Stightly imited: 4. No impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands. )
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
* 1. Constantly moist: 2. Very moist 3. Occasionaily moist: 4. Rarely moist:
Mol:mrahuh?ree Skinis kept moist aimost constantly Skin is often, but not always, moist, Skin s occasionally moist, requiring Skin is usually dry, routine diaper
k,c.”” i by perspiration, urine, drainage, etc. |  Linen must be changed at least every finen change every 12 hours. changes; linen only requires changing
3 ;" 2 0;‘: Dampness is detected every time 8 hours. every 24 hours,
G morsiure patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Abie to completely lift patient during
Skin moves against agitation leads to aimost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and In
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Maintains good position
surface slide across repositioning with maximum assistance.|  in chair or bed most of the ime but in bed or chair at all times.”
one another occasionally slides down. |
1. Very Poor: Z. Inadequate: 3. Adequate: 4, Exceflent:
NPO/or maintained on clear liquids, I on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and |  provide adequate calories and minerals |  calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin <3 mg/dl | for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual acomplete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings-of protein meal. Usually eats a total of 4 or more
food intake patiern than haif of any food offered. generally eats only about haif of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorfy. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement. \
1. Extremely compromised: 2. Compromised: 3. Adequate: & ok
- . Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation i
n“%“:;g:ﬁ:?;" & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be . Normotensive, oxygen saturation 3
does not physiologically tolerats <10 mg/dF; capillary refill may be <10 my/di; capillary refill may be > 95%: normal hgb; capillary refill
| position changes, > 2 seconds; serum pH Is < 7.40. 2 seconds: serum pH Is normal, <2 seconds. :
Severe Risk:lessthan9 | High Risk:10-12 | Moderate Risk - 13-14 | Mild Risk : 15-18 | Notat Risk: 19-23 YORN.SO0RE 257
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severe pain or with additional risk factors.

Alternating pressure mattress overlay

Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
i to altered mobility, consider oeumﬁmttmaw referral for advice
Regular Turning Schedule . ' -
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels . Gel pads for high-risk areas
Use pressure redistribution surfaces ;
Manage moisture, friction and shear Alternating pressure matiress overiay
Advance 1o a higher level of risk if other major risk
factors are present
High density foam matiress
Use the Same Protocol as for “At Risk™ Patients N
13-14 Moderate Risk o cagbnt at 30 d e 4 Gel pads for high-risk areas
p egree lateral incline using foam wedges Al _ng pressure s
Follow the same protocol as for “Moderate Risk” Patients Higt: density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matiress overiay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECO

Part- L
Patient's / Learner Language: .....).. P’mu—’ ..........

GUC-00093689

Mrs R ANUSHA
12?0&1'95
pr. Ulﬁl

Patient / Learner Literacy: [ Read 1 Wiite. L.Sp{ Willingness to Learn: Y&s/na Healthcare Literacy:

RD

Jyomze0

(N

1800036409

(F)

Z
Rainbow® . e
Children’s @ BirthRight
Hospital BY RAINBOW HOSPITALS
Tt ks 2 ot to treat the Mitle Your Right o a Safe Delivery

10. Fall Risk Education

ldenﬂﬂed Education Needs:
')_?\Ll W‘j Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Dhmu agement 7. Infection Control Measures Safety o
k" Q/Iﬁ 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Trostment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrtion / Diet 13. Risk/ Safety
Part- 1l
Use codes from the list in part Il )
Need A
. - " Person Taught | L8mMing | toaching Tools | ' overcome | Understanding -
rson faug Barriers eaching o

educate Abouwt \nAuckion

VA Zpny oL Jaboax  (oRteak

Podkient

No

roxhal

No 0 |pred

80N/

8. Responsibilities at Home
9. Cultural Differences

2. Physical Impairment 5. Educational Level

3. Emotional Barriers 6. Desire / Motivate to Learn

11. Beliefs and Values

(ll3He| pm Yoy @k ow’ M M paling | ro  Dred pore loend
~ o = = Ve ' =
)\)*&5 B‘PY"? w i 13 ot Vuxp.»'l ““D]Eﬁi PNLIQPI F&D L) | Mon- \Mﬁ?@op (fiﬂfmw/_;-
' '%:H% ,Oﬂm ?«& 47@/{@»7 4/5@ Pﬂﬁﬂ? NO  |orexl | pora|  pesid gﬁm’ ﬁ;;a/
Part-lll: CODES _—
Who was M W'P/aﬂmt F: Father M: Mother §: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify) ....coocommreererins
Wumm 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties ":i g::hltjﬁmiﬂs;lgﬁ; Pra'cﬁce

12. Impaired Vision/ or Hearing

V: Video @ Ol P Prted

mmpdsum A: Audio D: Demonstration

5. Respect values & befiefs
6. Respect Cultural / Religion Preference

\mﬁwx to overcome barrier/s:
e ;)aassumca & Support
< Te

2. Obtain translator ach Family / Others

7. (Other, Specify ..

Understanding: rbalizes Understanding 2. Demonstrates Understanding

3. Needs Review
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION F&RD

Part- L.

J

GUC-p0093689 IP18-00036409 ) 4+ ——eee

~ Mrs R ANUSHA

ainbow® b Doy
12061995  31YOM8D  (F) ‘hildren's & BirthRight

Dr. UMA K

UUAND  iospital.” | @ zmsomemnes

Wilingness to Learn:  Yes N0 Healthcare Literacy:  Ye§1  No)

Patient's / Learner Language: .............oooovveeoereeerreennn.. Patient / Learner Literacy: | Read 1 Write | 'Speak
Identitied Education Needs: 10. Fall Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures Safety ‘
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, inferactions) 9. Nutrition / Diet 13. Risk/ Safety
Part-lI
Use codes from the list in part Il
Date Time ”"""mm“ y Information Taught — Mecha Comments mmm /
Person Taught Baeriers Teaching Tools lnnm%u Understanding

Rbpo|porr1 g5 | €2 A Aot i) P

ol | e WW@/@;

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Learning Barriers: ~

1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficuities 13. Cultural/Religion Practice
2. Physical Impairment 8. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify .......oooevereeee.
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing

Teaching Tools Used: A: Audio D: Demonstration V:  Video 0: Oral P:  Printed

Mechanism/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify

2. Obtain translator 4. Teach Family / Others 6. Respect Cutural / Religion Preference

Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187






Surgeon : . B’E qu ................. Guc-“"“ﬁ;:h Lyomze? ®

SURGICAL n s =:Age: .3)... Gender: inbow®
- ASSL. SUIGOON J-.. st w @
SAFETY CHECKLIST | #esemee- B (haolain | ¢ S gl . Enaccpny. Lhiaieer | Binion
scrub Nurse : ST QIVO.......... %\\ ............................ Out-time : .22 1. X
Before Induction of Anaesthesia > » Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time:. [0 STV TIME OUT _Time:.IL=.0 P> | SIGNOUT  Time...}.2. |
Patient Has Confirmed . Confirm ali team members have 12/ Nurse Verbally Confirms with the Team:
Identity efYes CINo introduced themselves by Name and Role ONo The Name of the Procedure Recorded ~_Ifes OINo
Site A%s ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ;urés ONo CINA
Consent ﬂ? ONo Correct Patient (Check ID Band) ONo The Specimen is Labelled (including
Site Marked /aé’ ONo ONA Correct Site s ONo patient name) OYes £1No ONA
Anaesthesia Safety Check Completed S Ey/ Correct Procedure 9{ ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning OYes £No Anticipated Critical Events Problems to be addressed OYes D)l( ONA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes D6 What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, /{ What are the key concerns for recovery " 9‘(
ici ? ‘ OYes OMo
Y5, & Equipiont/ Assistincs Anticipated Blood Loss? Yes ONo OONA and management of this patient?
Available OYes ;m/ Anaesthesia Team Reviews
Risk of > 500mi Blood Loss Are There Any Patient-specific Concerns? ﬁé ONo ONA
(7ml/kg in Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned OYes p‘ﬁu ONA Been Confirmed? are there Equipment ’(
Blood Units Reserved OYes ?16 ONA issues or any Concerns? OYes4INo O NA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes 2o ONA
within the last 60 minutes? paé ONo ONA Power Supply, Earthing, Power Backup
and functioning of equipment checked.  CYes 9/
Signature :.. Signature :.. W
Name :... B} M;pﬂmn ........................ Name :. "a\' 9.
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E.%EE;ESHA 311YOM28D  (F) ] Eg;?c%?’%w. . . :
1 O ospital” | @) mecemasi
RBS CHART
Dat
= ,:} ;:5 Time RBS (mg/dl ) IVF % Signaturs
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Your Right to a Safe Delivery

\\

T el

SSI PREVENTION CHECKLIST

S.No INTERPRETATION PERFORMED
PREOPERATIVE
Do not remove hair at the surgical site unless the presence of hair will affect
1. : :
the procedure. Use clipper if necessary L{ﬁ
2. Decolonize surgical patients with skin antiseptic(Chlorhexidine bath /wipes) l/ L}j
o 3. Antibiotic prophalaxis given within 60mts prior to skin incision yej
4 Use a checklist based on the world health organization-19 item surgical
' checklist to ensure adherence to best practice t/ﬁy
INTRAOPERATIVE
5 Using chlorhexidine gluconate and alcohol-containing skin preparatory agent
g in combination lf@
6. Maintain normothermia during the surgical procedure (>36 deg C) 7 éj
POSTOPERATIVE
4 Maintain and monitor blood glucose levels regardiess of diabetes status
™ between 110 and 150 mg/d| no
8. Application of incisional negative pressure wound dressing /W

Docu. No.: RCH/ GDY / FRM / CLINICAL / 322
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ST o Children's ‘Bir’t’hR’ighE'

M;\\\\\\\\\\\\ (A URINARY CATHETER BUNDLE CHECK LIST SO | O
Date of Insertion: . I,Q / ﬁzl’ J’D-L}G .................. zge of Remova] ]9—, :F{'Qb @ [ AT
Paramstors ey Shift Time ’\0\%\}:9 > Y\ﬁ’\ =
Need for the Catheter O ¥ee71:| No ):Pﬁ CINo | [i¥es (UNo | ClYes [INo | ClYes CINo | CiYes CiNo | O Yes [1No
Hand Hygiene E—Y? CINo | /ﬁes LINo I_I/Yes CINo | CiYes CINo | [iYes CINo | ClYes CINo | [lYes [ No
Usage of Sterile Equipment p)?s CINo ,D«?gs CINo l:_kYés [INo | CiYes CINo | ClYes CINo | ClYes [INo | C1Yes [INo
Is the Collection bag below the level of bladder ;L\r?s C1No )zf(es CONo | =fes CINo | O Yes [INo | CiYes CONo | TYes CINo | CiYes CINo
Check the Tube for Obstruction (Free of Kinking) E.‘jﬁs CINo 'Zﬁe;s CINo | C¥es [INo | [JYes (ONo | CiYes CINo | O Yes [INo | CIYes [INo
Is Catheter dated as policy C¥Ygs CINo ,Mfés CINo | CYfes [INo | [iYes [INo | ClYes CINo | ClYes CiNo | O Yes C1No
Collecting bag is been emptied regularly? [+¥gs CINo ,V@s CiNo | /¥es [INo | ClYes CINo | LlYes [INo | ClYes CINo | ClYes CINo
Maintenance of closed system for the catheter [7Yds [1No KJY/es CONo | ~Yes [1No (JYes CINo | [OYes [INo | [Yes CINo | 1 Yes [INo
Dressing clean and dry? [TYes C[INo Mﬁ. CINo /B"Yes LINo | ClYes CINo | CIYes [INo | ClYes CINo | [Yes [1No
Is the ling removed as Policy? Ve TNo | Lrfes CINo AfMes TINo | [1Yes CINo | [IYes CINo | CiYes CINo | CIYes CINo
Performance of Perineal Care [1Yes’ CINo Q‘(s . L1No J}yes CINo | ClYes CINo | CiYes CINo | [IYes [INo | [lYes [1 No
Onset of New Fever V8 =No /| CiYes N0 | [lYes Mo | [iYes [INo | ClYes [INo | [1Yes CINo | [1Yes [INo
Asses for the leakage at the site of insertion ;].\?s j No /Y/s, | J /;Yﬂs\ LINo | LlYes CINo | [lYes [INo | CiYes [INo | [IYes [INo
Name of the Nurse CS\V\W M (%)W ¥
Signature of the Nurse Féﬁ%{y (g ¥ [‘5);}393 @.J)’(

Docu. No. : RCH /FRM / CLINICAL / 114
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iy .

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

-t

Breastfeeding initiated?

[:T{Y}s 0 b.No

2. 1IN0, REASON ..o,

| .
Nipple condition:

) —Nipple well formed
' 0 b. Flatnipple

O c. Inverted nipple
(1 d. Short nipple

w

4. Milk flow:
3 d
O b. Props of colostrums
O cDry
5. Steps for Positioning and attachment:

ﬂ’?aby goes to the breast

O 7 b. Mother always sits with a back support

LI c. Ear-shoulder-hip should be in a straight line

U d. The baby takes a latch on the areola and not on the nipple

f‘\’

Feeding Positions: Feeding Positions:
Cross Cradle Foothall / Clutch

ocu. No. : RCH /FRM / CLINICAL / 080 PTO




6. Was the position explained:
S
g b

7. For Caesarian mothers: N‘ﬁ

0 a Mother is required sit and feed from the 4th feed
] b. Please explain football hold

3. NICU admission: (V] A
00 a. Mother needs to stimulate her breast for 2 min every 2 hours

—

T 01107 1 11 R ————p S C R

Continuity of Care: Date: hhb‘ﬂfﬁ)
_ Roby s mglles 2ide

So0d_latehpy o
7o 9 pvbe
g =2 s ™ P
o= 3 A -2
a — o 7-2_
B - % c ~ !
. . il =
et
¥ O

Handover taken by ....... - /05()( ..................................
<
SIgNALUre ...oooeeennnnne &p. .................................................. W

AT SHGNALUTE .v.vervvemversenssessssrsmmssssssbsisssssanssnssssn 5o
o\898—

B
Date & Time: (!J:IMMISQU Date & Time: ...\ \L\’b’\’@‘% ............
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Faient Sticke . H :
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Hospital .E"—“‘:E.*_m_m
Bt s ot 1o et th litie. meamm’

OBSTE

TRIC TRIAGE ASSESSMENT FORM

Date: .......

2%,

!013}% Time of Arrival: ?’gﬁm Time Seen by Nurse: )h

1) Level of Consciousness: nscious O Semi-Conscious J UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
O Severe Pain / Moderate Pain O3 Preterm rupture of Membranes / Leaking Water Py
O Bleeding Pv: Slight / Heavy CJ Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
03 No Fetal Movement [.0tfer Reason: fj\g‘o)}@lﬂbﬁw)f '

3) Vital Signs: Temperature: C)Qic Pulse: iﬁd(‘d RR:&-!{IW Sp0,: ‘rﬂf BP: I%/Jy Weight: q"ﬂf‘/} 4

~ 4) Gestational Criteria;:

| Gravida: IE 9 [P L [ A N

LTS EDD: e, GeStational Age: »40&0(0.3'
Uterine Contraction OYes | MNo] O NA Onset Time Frequency:
Membrane Rupture O Yes ELHn’F}D NA | Onset | Time Fluid Color:

Vagir:al bleeding, OYes [ ONeTOINA | Onset Time | Amount

[
Pre Eclampsia Symptoms | O Yes 0w | O NA

—"

If Yes specify: Headache / Visual Symptoms /
Pain Abdomen / Vomiting

Good fetal Movement M ONo [ONA | IfNospecify:

O 5) Pain Screening: Numerical Pain Scale (NPS)
,’;/l | [ | I I | | | |
| I I ! 1 1 | | | 1
0 1 2 3 4 5 6 7 8 9 10 |
No Pain Worst
possible pain
® Location: Nl
© Duration; ... (\Jll.., Days / Weeks/ Months (Strike out which is not
applicable)
© Character: N LU
® Frequency: N [
o !nterventions:.............f‘.j..!..L...'... :
6) Past History:
’ i NI
2) Surgenes
b)  Medical: ... 0 {DMOQOH%/WWN[G(‘ ................................
Docu. No. : RCH /FRM/ CLINICAL / 098 (RT.0)
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Patient Sticker

7) Allergy: O Yes MYes

8) Current Medications: CJ Prenatal Vitamin O None Domam/hk(\—nl.&w“DM(M%mh

i
9) Prenatal Medical History: i® L\\‘d [,DM@’( Ko© '01 @5
O None D'fze/staﬁonal Diabetes
O Chronic Hypertension O Low placenta
O Gestational Hypertension O Others if yes, specify
O Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
tegory Il: Emergent (Time to Physician: = 15 minutes & Reassessment. Every 15 minutes)

£ Category lil: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

] Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

O Category V: Non Urgent (Time to Physician: = 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

aTAs Level 1 [ Level 2 Lovel 3 Level 4 Level 5
(Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
(Rum:ﬂu} Immadiata < 15 minutes <30 minutes < 60 minutes 3 lénm)
Re-Assessment """'“““g‘;;““““'" Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour Slmsotf:anyt.abmﬂ Discomforts of
Labour / Fiuld {mminent Birth wunwaksr | PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
e
Active Vaginal bleeding Bleeding associated with Bleeding associated Spotting
Bleeding witty without abdominal cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
rtension > 160/110
Mypertension | Seizure activiy o Neadache, visual| > beciaeq sions and
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment | Nomcratal Movement. | rseased fta movement
oAcute onsite severe @Major trauma @Abdominal/back pain | ®0ngoing assessment | ®Anything that does not
Others abdominal pain oShortness of breath qramrmanwecmdh from out patient clinic mtopoajm:tto
@Altered level of oUnplanned and pregnancy (for hypertansion, blood mother or fetus
consciousness unattended birth @Fank pain / hematuria | work) @Carvical ripening
aCord prolapse @Nausea /vomiting and /of @Minor trauma (minor @0ut patient placenta
oSevere respiratory diarrhea with suspected | MVC/fall) previa protocols
distress dehydration @Nausea/Vomiting and @Pre-booked visits (ie
@Suspected sepsis diarthea and progesterone
. @Signs of infection (e injections, NST
dysuria ,cough, fever, @Assessment for version
l chills) o©Rashes
Time seen by Doctor: Q\Vm
Nurse Name : .... A“ %\ NUTSE SIGNALITE: ..oererssrnsce N P crrr L
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Patient Sticker ~ °f; UMAR Rainbow® " oy
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LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: Zﬁ/&/}é

Baseline Information -
Admission From: OER OIOPD O Admission Desk Q,Qﬁ-rs: specify ; LD?" ....................
Primary Language: [ Telugu O English O Hindi C\otiers Tﬁm I

Do you require aninterpreter? C1Yes KMo~

Source of Information: D.Pa‘ﬂ/n|t O Family O Others

Personal belonging ﬁany I:i..lewﬁﬁ ONoseRing [lBangles [JAnkets [JFingerRing [ Bracelets

handed overto .. l’g) $LAL0.... QLD Q..Jf;g[@(] Jaf’}/ ....................................

Allergies: [ Yes Meﬂmaﬂons O Blood Transfusion T Food 01 Other:
o KO i st ] s

Chief COMPIRINES: ...............ceererssrcrmsanssseemmmnnsdirsssassessensesessesssemmeneeesese Doctor Notified on Admission: '[_I'..:ljes—-t:l No
C/f Q/}p“'l ‘%D LO/C_{’/ Name of the Doctor: W (/J/?/#\?

........................................... Time Notified: ......... )E }7,9

Past Medical History: Obtained From ent [J Family Member [J Medical Record [ Other (specity) ......ccivivepinn
Past Medical History Past Surgical History Previous Hospital Admission

on 0 %A . -
uggpo,ﬂjm;'a{ N (L N(L o

Blood Group: @‘“Q M i TBDDY ez Gestational age drnng admission: %W_
Contractions: ... N[L ............................. Vaginal Discharge: ........... NL)\)(
Obstetric Hlslorr T o O previous Lscs .M.

Height: 24,2447 Weig MI:
Ter:p qg’j“w H:Q?E?% :&/" RR: D%O["*i BP: /?’O/?ﬁ/ Spo,.....iﬂ..‘.z.s...

High Risk Factors: (Please select by ticking (v ) the box as applicable)

qwruldism O Rh Incompatibility O Fertility Treatment
O Hyperthyroidism O Previous LSCS O Preterm Labour
O Hypertension [0 Gestational Hypertension [0 Others: (Specify)
O Diabetes O Bad Obstetric History
O Anemia O Obesity (BMI)

O Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139 (PT.0)




Patient Sticker

Family History: 0 No Abnormalities Detected - DM
O HeartDisease [ Hypertension [ Diabetes ([ Stroke ([ Seizures O Kidney disease
O Liverdisease [ Other. '

. .
Pain Assessment:  Pain;_ M¥s DCINo (fYes, complete the Pain Assessment/ Reassessment Form)

Fall Assessment: Q}z{ TINo  Score {'D .......... (complete the Morse Fall Risk Assessment Sheet)

Riskof PressureSore: Cies CINo Scora....{):...[ﬂ.. (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant

CJ Mobility problem OJ Walking Problem Wny Detected

[ Developmental Delay [ Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria

NUTRITIONAL SCREENING:
[ Overweight [ Poor Appetite > 3 Days O] Needs Therapeutic Diet. -
O3 Under Weight 01 Diabetes Mellitus hormality Detected
Inform consultant for positive criteria
rsvcwﬁ SCREENING:
alm & Cooperative [ Restless [ Depressed [ Agitated O Confused
O Others ... T ,

Inform consultant for positive criteria

SOCIAL SCREENING: l/ '
1. Marital Status: (3 Single I:;:Pd/ O Divorced 0 Widow
2. Special Habits:  Smoker: (1 Yes Alcohol Abuse: [1Yes M Drug Abuse: [JYes EI.NB/

Social History: Lives thHQ\shu*&bqnl e S

Orientation has been given regarding the following aspects:

Call Bell in Reach : D'g O No Waste Disposal Explained: E3Yes CINo

Infusion Pump : DY/e: O No Hand hygiene Explained:  ETYes O No . O Others ;
Above information given to ... m"ﬁ BPhudh.. ' |

Name of Person Orientation was given to: . O O\.'\I ‘EJ\k.

Orientation not given Reason: ..............

Nurse Signature: }2\’0355)

Nurse Name: .

Date & Time: .. 3\@ ‘(,“" Q/b Qk )/ Pm
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

Date: ’Of?lw

Pre - Existing Risk Factors . “Gk Score

Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Obesity ior2
Parity = 3 1
Smoker 1
Gross varicose veins 1

Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Prblongad labour (24 hours) 1
PPH (1 litre or transfusion) 1
Preterm birth 37*° weeks in current pregnancy 1
Stillbirth in current pregnancy 1

Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1

Total | 0O

Signature of the Nurse @) lﬂaff/

Action Plan

Docu. No. : RCH/ GDY /FRM / CLINICAL / 116




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

v If total score = 4 antenatally, consider thromboprophylaxis from the first trimester.
v If total score 3 antenatally, consider thromboprophylaxis from 28 weeks.

v Iftotal score = 2 postnatally, consider thromboprophylaxis for at least 10 days.
v If admitted to hospital antenatally consider thromboprophylaxis.

v If prolonged admission (=3 days) or readmission to hospital within the puerperium consider thromboprophylaxis.

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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INFORMED CONSENT FOR SURGERY OR Children's ® girthRight \
SPECIAL PRACFNIIRE ik S o it S D

GUC-00093689 |P18-00036403 \ , i

Patient Name : . :\;n:::;t;sm yomaed ) Gender: O Male m& Age: ... 3 ....................

P Dr, UMA K

. i . 10]x| 26
pane |1 T T T O
Instruction: _ - I
This consent form should be signed by Patient (If an adult 18 years or older) orby a parent/ guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and (
have given your consent to the surgery or special procedure recommended to you. \
| hereby authorize the performance of the following operation () or procedure (s) (use no abbreviation / Avoid technical terms) ]
R TRIOY CHEE SEMEN T ESRERERN

T ETIN ITH STERMZATION
Tl [,P.D()sto}mePauem)m&Sf\/"WS”“ ‘

Ihave beet[\%L[ﬂad of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the refevant risks,
bensfits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

I have been explained that the following complicaliﬁﬁs_tliough'meare possible and will not hold Surgeon, Anesthesiologist or
the hogpital staff responsible for any untoward event therea. .

Bt AT L D o
-
N
Wl . .

o |
AN ELDTREOAHL AL WA rr |

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form r \

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along

with the risks, benefits and other information. /
3. |havehadachanceto askmy surgeon questions.
4. Ihavereceived all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure.
A [

Name of the Doctor whao is performing the Surgery/ Procedure: ................. DV e
Consentee : Patlent Aunndm%&(
Signature : ........ Signature : b

ET

Date &Time:...l.QX:}D-@ Relationship with Patient: ...............J-
Date & Time : 107151

- Daclor (wha i taing the conel) 73

IO ..o R . \h“

DAE & TIME & oooovoveresseeeeesseseseenssesssmsessssessesssssssses Batn &T‘lmem)‘%)?él TNy JYV"\
Docu. No. : RCH /FRM / CLINICAL / 027
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Ref. No.: F/ HW / CON / ANES / 02

oy CONSENT FORM FOR
Rainbows | @ BirthRight | GENERAL / REGIONAL
Hospital _ | @)zuem=me | ANAESTHESIA / MAC

q\'\§

It takes a lot to treat the lktie.

e
Patient Name : .....ccuieississinns ZOS18S  tyoMzep e Age'ﬂi ........................
gnir 10 FO P

WARG/BEANO. ©vovereivenenrsmmmssmseee iessssssiesssstessasasressatasi s srara RS eSS SO IR S0

Operative procedure planned: g‘-‘\ﬁ\f‘” ...............................................

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is
not aware of events and does not feel pain during the operation. Drugs given through a vein and / or inhaled
from an anaesthesia machine produce it. Regional anaesthesia involves using a local anaesthetic to numb a
specific area of the body for surgery: Prolonged pain relief without numbness can be achieved by infusing weak
solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

Specific High Risk (s) : The doctors have explained to me the details of the high risk involved due to the
following medical problems and | have sought necessary clarification on all my doubts.

O Heart disease O Hypertension [ Diabetes mellitus O Renal failure
O Hepatic disorders O Shock Multiple organ failure O Polytrauma/RTA
O IncapacitatingCOPD D Others:..... ﬂ(ﬂ arr\, (km wh2dnx, - ‘S’“"’V rezht

COMMITIIIE 2 i svsismsinioonbonsos s RN AR bt i o g Q”% A
« Doctorto document in medical record also if necessary (Cross-out if notapplicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me | my patient
............................................................. the above mentioned operation | Diagnostic | Therapeutic procedures

...................................................................................................................................................................

| authorize and give consent for anaesthesia ( O Regional /
care (MAC)) as considered appropriate by the anaesthetic team.

General Anesthesia / O Monitored anesthesia

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, alternative treatments
and answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and
Complications specific to my individual circumstances, and | have considered them before Consenting for
anesthesia.

CIN : UB5110 TG1998 PTC029914 www.rainbowhospitals.in




I understand that there are some infrequent complications that can occur due to use of anaesthesia, these

include pain or some injury at the site of injections, temporary breathing difficulties, asthmatic raacltoﬁs,
headaches.

| authorize the anaesthetic team to perform any additional procedures (for example, CVP line, arterial line, use

of nerve blocks for pain relief, changing from regional to general anaesthesia etc), which are considered
necessary by them during the course of surgery.

That | authorize and give consent to the team of doctors attending on me to administer blood products during
the course of operative period and immed iately thereafter in need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him
| herwill administerthi?wrﬁésia‘

Pregnant: O es  ONo
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FORTHIS CONSENT

I declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia/ MAC to be given and
discussed the risks that particularly concern this patient.

I have given the patientan opportunity to ask questions and | have answered these.

A |
Patient / PaﬁW: Witness : " %\;
Signature : ﬁ‘u > Signature : b
Name : mﬁ 15' ﬂhw‘}\.&\‘ Name . m mh ’D_m ,,,,,,

Relationship-with-Patient: ..... JAZIEAL Date & Time : \Dhb.ﬂ)&l

|
Date & Time : l‘n h’ \ Q@—b

Doctor (who is taking the consent): '

Signature.,,, }
o O
Name : 9 L S——
"G
Date & Time : S Lo
1V
\ 9|

CIN: U85110 TG1998 PTC029914 www.rainbowhospitals.in

(@)
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. 'Departmenl of Anaesthesiology :ic:mm - ’e""";

PRE-ANAESTHETIC EVALUATION -
mmlllll l!ll!llllllmllﬂlllll lll

Name: ettt essitadsniasossessabisssensasseessens NGB sone veeee. UHID.NO : .

.Blrtthght

Your Right 10 a Sate Deliver ry

Date: \n&%’”ﬁ . Time: .. J\7) )q!‘" ... Proposed Operation .............. L\r’\ "{le/

Diagnosis: ............. 6 I o ) ‘7—«

B.P/CRT: \\0\? H.R: ?ﬂ;’“wﬂgm %» ASA Physical Status: 01 02 @3 04 o5

Laboratory Data:
Hgb: ..... ”df;,-, ....... GIICOSE! ..., PrORI oo
PCV' .................... Urea: .oy Alb: ...
Creat: s, 10181 Bill:
P!ate ;‘BW Na: s sssecnsssnnns DI, Bl
Kesni... v LDH:
PTT: S e Cat+: oo Alk phos:
INR: MO8 s Amylase:
' O sisimssissesssisainn L. SGOT/SGPT: ................ [ATI&rgies

Medical History: CVS:

RESP : O Diabetes :
]
ONS: / ~ rr{.ﬂ/\‘\’ GRQ‘\ A
Renal: ! Pz 1;§ 5 4/{,‘,%“,( p Ny
Hepatic / GE : \ U Physical Activity 4 1 T L
Others : \ el
Past Anaesthetic History:
Physical Exam: L
=
Airway: MP 1{ P4 Mouth Opening,—  Mentohyoid Didince. Neck Teeth:
Lungs ; 0_ e ,
Heart: ( iy { Ao
CNS / | (/ =
Pregnant O és ONo CINA x Venous Access Site : Spine Exam for regional - —
Anaesthetic Plan: CImac D‘mﬂu OGA-ETT [JLMA
Peri-Operative Plan Explained to the Patient: DYA/ 0 No
| CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: C LA
' 1. DVT Prophylaxis : 'h
MY Water / ORS 2 Hours
N 2. NILORAL<_] " i
1' }"" Laar’s 7. 3. Informed Consent: O Standard O High Risk
3 4. Post Operative Pain Management: O Discussed with Patient
5. Other Instructions:

Signature: ... L7

Docu. No. : RCH /FRM / CLINICAL / 044
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Rainb‘ow'

el T . irthRi ﬁt:
[ ruenswe | ANAESTHESIA CHART  fipaphial B ™

1t s a ot o treat the BIe m“'ﬂ‘”‘*ﬁﬁ‘:’\"
Pre Induction Assessment:
Change in Patient Condition: OYes ONoe™ ' Fasting Status:
Physical Status: Patient Identified — O Consent Pfes;m l O Chart Revieyeﬂ/
HR: ™% ) |BP/CRT: tie)as [ Sp0,: [RR: [ Last Feed”™
| Pre-OP DIagnoSis: ..o Operation: ...{o-Ag 1L — 1 -G [ (T
Surgeon: ,,2— W< v~ go B Anaesthesmlogist age v s O TochniCiaN = A& 8. rseresseseee
ME hf | \%
NOARIGZ LM\ AN _,», _
HALO /S0 /SEVO = Antibiotic
Drogs. —
1 Suppostoty
_[Aby_\tfaﬁ——— PV -
i/ ST { [~ il — 1 |
=l = . “
e I . T, ! M- - Blood Loss ,
AD, / 530, i | o m—— I —— )
E1CD, — 1
ECG -~ A 1) — :
Temperature LY [
Ulflne(m;u v w
) N S— > ==
Le— ln D 2 ]
“E o/ 1T r 4 1
2
P 240 1
vV Systolic 220
A Diastolic
X Mean 200
« Heart Rate .
Towrniquet o Time
W:Tﬁl 160
Thevat Pack n Lo Fa
Thesat Pack Out 120 " =
100 4 B
a4 -
80 P i A M) [ r
.Y o 7]
y - 1
an— £ = 4
20
10
0
235
LAB Values
o
p———— DPers.
[0 Equipment Checked and Temp: Induction
Functional [0 HME O Fluid Warmer ow O inhat
0O ep O Cling Fim [0 OH Warmer 0O Pre 0, RSt
Cufl Site: @p;_,, O Huggers [ Cotton Wool O Otners
Art Site. . O Otner
GG Lead. . 0 Mas
2~ Temp Site :ﬂm" ) 0O airway\ [0 0ral [ Nasal . .
(310, Monitor aes Start ETT# SUERTR  D—— ctm NEBBIE STE: ..vvorrrrrrresssuases 1721, || A
O Agent Montor (1 T O O o O Nasal Ocutt parasthesia [JYes OINo
[ Pulse Oximeter OPEnd. ... O Tracheost (T L L L Eom—
[0 Capnograph [T 0 ra— EESE L T A, Drug Name & Cone:
O Ventiator Anaesthesia: O Aweke O Direct Vision Bous: ..., @ Al '¢ itk
[ MNerve Stmulator 0O GA [ Video Laryngoscopy [J Styletie / Bougiz Infusion: .
Position: v A = MB::?:;" Angesthesia Care B‘? F:’E”’m‘c Block Level: Md . .... ¥
: ! ade i =
0O Pressu Poinis Checked Ditficulty Why? cooceesfemmmmmmsmssss ——— ‘l)
Line (Size & Loc:ﬁon] Transportation 10
Eye Care: ocve . O silat = BS O Pacy (m]vl] O Omer
g ?nt [ Semi-Closed Circle Retaxant Reversed
w [ Closed Circle
E/Pamng 0O over Name of the Doctor ..
Pwake
Signature of the Doctor & &2 &
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L. Rainbow® ) .
| % Patient Sticker Children’s @ Bll'ﬂ‘lnght
S N PR Hos p ital BY RAINBOW HOSPITALS
Tt ks 2 lot 1o treat the fintle, Your Right to a Safe Delivery

POST-ANAESTHESIA CARE UNIT RECORD

B coa’\

Time Received : }D-“OCE Time Discharged : .

Received in PACU by :

250 250 .
240 A IV Cannula Site : ...
wi 230 230 | [0, Mask [0 Nasal Prongs
o 220 220 "
@ 210 pss [ Tracheostomy O T-Piece
@ 200 200 | [ Oral Airway O Nasal Airway
o 190 190
P ‘0
o 170 170 | Vomiting O Yes ONo Drug: ...
9 160 160 :
=1 3 o |NGTube:  [OYes ONo
v :-;g :;g Drain: O Yes [ONo
A 120 AN AL Al 120 | Unnary Catheter: [J Yes [J No
110 110
% 100 [ TEP-HHE 100 | ChestTube:  [JYes CINo |
90 90
? 80 Y 80 Nil Oral OvYes ONo |
ihe o | weis: e
oo
7] 50 p 50 3 e S CRS— -
= 40 a0
” 10 10
20 20
10 1
0 0
PO,
POST ANAESTHESIA SCORE MINUTES uT RING INTERPRETATION
(Modified Aldrete Score) W 30 | 60 | 90 0 S0 NTE
N e A e 0 o O St . Ak \ A Minimum Total Score of 8 is Required for
Able to miove D edremhies voluntary or on command =0 Discharge |
Able to teep breathe & cough frecly =2 ?
Dmnew fimited beezthing =1 RESPIRATION = ; < -
Apneic =0 Exceptions to this, are to be explained in the
BP = 20 0f Pre Anagsthele lave =2 i i ician:
8P = 20,80 of Pre Anaaeratt vt o1  CcirE pr space below by the Discharging Physician;
BP = 50 of Pre Ansesthetic leve =0
awake =2
omshres 8 cafing =1  CONSCIOUSNESS 2
Not responding =0
Pink =7
Pale. dusky. blolchy, jaundiced. ather =1 COLOA g
Cyanotic =0
TOTAL t}f{‘

PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

}W'Ln,' A {
\ P L )"-"‘,}-‘/ % |
A Leprthem (g v o).
MoJAN NV A,

Reassessment Frequency:
1 Every eight hours for all hospitalized patients

e i ient, patient with ch . ith i |
Anaesthesiologist Name : ... 47 \ ¢ Fot post surical patiet, patient wth chronic pain, patiert wih severe pain

pﬂ A0 a. Every 2 hours for first 26 hours
/‘Q/q {{ M . After 24 hours every 4 haurs

Pain Tool Used: CINPASS CJFLACC CIWongBaker O

o e . b
Anaesthesiologist Signature: ... . S /L > ~ e iopait ebdnginenenon
Date & Time: A (’ﬂll b Bl d. With in 30-60 minutes afier pain reliel itervention !
9= des \Wor '
PACU Nurse Name : i ‘ldr‘an dto Unitby (PACU): . NTWA B ol
PACU Nurse Signature: Date &Tlmecmphl ”Q:b ‘ )« l oL
Date & Time: W
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Rainb’f)w‘ - ¥ o~
Patient Sticker ] Children’s ‘Bll‘tthght

L . HOSpit al BY RAINBOWMIOSPITALS

M bbb el aiase
It tkes a lot o freat the Rtle Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

D s sesesirmmmom e THIE: v ProCedure ONE DY ......ccvuicsirmmmmreunisisssemsessnsssmsansansmmsinsesssseenes
CSE /Spinal /Epidural POSItioN © ...ovevieienes SPACE fusssrmssmsosssnensssasissisionie Technique (LOR/LOS) ......oeovvenvee
DD ..o soesisiisisisnspias Catheter at SKIN: ..o - AHEMIPES & covvermernvienmnesesssssestseanssas e ssssnssses
ParaSthesia : YES/NO if YES GBLAIS © .....ococcuuiemerrsumsmnsessssessssumsenssssrassssssssssssessasssesrass R ..v
GOIIEION COMPOSHION & +.xvvvenseeree §emrereerosssssssssasssssssssssssssssssssssssssesstsosess s AR ‘ _
Any other issues : 4
R, RS T S P
B) .
Infusion Rate Level Maternal
Time (ml/hr) BDIUS\mn Left Right BP Pulse FHR cﬂmmnts
\ -
\\ »
Delivery Details : ~ Time © ...ooovecvcnnnnees BAR: :icinbicsssrione SVD / Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip INSPECIEA & .....cver\vuvrrrrcrsresrmscnimeenenis st ssissain s st s

Patient Satisfaction : ........ s estssae e issnassasas st omesmmenseymsasanpassncl et s SRR e AR e A A s A S ST R ars ez

Discharge /Shifting ordered by
DOCIOr SIGNALUIE: .......oriereermmirrismmnirsenieas e ececnescs

Doclc;r I aTTIEE oo ioen o en e smne s me o SR S SR T R

Date and TIME & ..o e / ~
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Mrs R AN e

USHA 180093
12-06-1gg4 6409
T, UaiA K 31 Yo M 2

LT

Date & Time of Transfer:

‘*‘“"'QJ Rawpi®  PATIENT TRANSFER NURSING HANDOVER CHECKLIST

lo hf;lb DR TrRANSFERREDTO: (T

1 |Patient Identification

REMARKS

@a.Patient Identification Patient name, age, UHID/hospital number confirm

b.Surkical procedure & correct site verified

2 |Airway & Breathing

.Oxygen delivery (mask/cannula/ventilator) secured

b.SpO: within safe range

¢.IFETT: position confirmed, ties secure, cuff inflated

3 |Circulation & Hemodynamic Stability

a.IV lines secured & infusion running correctly

b.No active uncontrolled bleeding

c.Last vitals recorded before transfer

d.Central line hubs are closed

¢.Dressing Intact

4 | Pain Assessment

a.Pain score assessed & analgesia given

|
b.Reassessment done

5 | Wound, Dressings & Drains

.Surgical dressing intact

b.All drains fixed, output noted

c.Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized

6 | Medications Pre & Post-Op Orders

Medications due time noted

b.Pre & Post-op instructions (NPO, position, mobilization) communicated

c.Emergency meds given in OT (time & dose documented) |

7 | Equipment Safety & Transport Preparedness

fa.Oxygen cylinder full & ambu bag at bedside

b.Bed/side rails up and brakes applied -

c.Special positioning maintained as per surgery

8 | High-Risk Patient Safety (if applicable)

la/Chest tube: underwater seal below chest level

biEpidural catheter secure, infusion checked

lc.Pressure areas protected (heels/elbows)

9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED

10 [REPORTS AND LABS HANDED OVER

11 |BIOPSY/HPE SENT

SNSEEER

12 |llocumentatlon

b Documentation completeness

Y

Tyansferring Nurse:

D\

Receiving Nurse:  #

Yol puolysl

Signature of Incharge:
|

RCH/GDY/FRM/CLINICAL/598
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Mrs R ANUSH4 80003649
12-06-1 89S

) ”iﬂ?/‘iiﬂ?/i/tl/llleli)/;/}}i/}}//

. Childran's
.!9,',".“,'.’."-':‘.'.‘.': Fiaspital PATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: (T TRANSFERREDTO: A (U

(F)

1 |[Patient Identification VES/NO REMARKS

a.Patient Identification Patient name, age, UHID/hospital number cc oiirmed

b.Surgical procedure & correct site verified

2 |Airway & Breathing

a.0xygen delivery (mask/cannula/ventilator) secured

b.SpO: within safe range

c.IFETT: position confirmed, ties secure, cuff inflated

3 |Circulation & Hemodynamic Stability

.1V lines secured & infusion running correctly

|bNo active uncontrolled bleeding

c.Last vitals recorded before transfer

d.Central line hubs are closed

e.Dressing Intact

4 |Pain Assessment

Y ANENAY ENY N

.Pain score assessed & analgesia given

b.Reassessment done

5 | Wound, Dressings & Drains

a.Surgical dressing intact
b.All drains fixed. output noted

c.Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized

6 | Medications Pre & Post-Op Orders

a.Medications due time noted

b.Pre & Post-op instructions (NPO, position, mobilization) communicated

c.Emergency meds given in OT (time & dose documented)

7 | Equipment Safety & Transport Preparedness

a.Oxygen cylinder full & ambu bag at bedside

PN b.Bed/side rails up and brakes applied
- ¢.Special positioning maintained as per surgery

8 |High-Risk Patient Safety (if applicable)

a.Chest tube: underwater seal below chest level

b.Epidural catheter secure, infusion checked

et NN NND NN N

c.Pressure areas protected (heels/elbows)

A

9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED

10 [REPORTS AND LABS HANDED OVER

11 |IBIOPSY/HPE SENT

12 [Documentation

.Documentation completeness

A\ M

Transferring Nurse:

Receiving Nurse : Qﬂ:\\ ﬂ%ﬂo &

Signature of Incharge:

RCH/GDY/FRM/CLINICAL/598
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Rainbi"c;w' . e G
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

Your Rignt te a Sale Delivery

It takes & lot to treat the lide,

GUC-00093689

I ol ”’::::m: Date & Time of Admission Date & Time of Transfer Order
°’m”|Tfi|iluumuumululum (oFUbat 268 | (0lFlabet o S
e o Transfer Ordered by Reason for Transfer
Ay UMY M mohang YAYA
From Unit To Unit Information to Attendant

| | Ee—

o1

No[]

iy,

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including

Shlfting Summary / Notes Written by Doctor No []
dto OF

o clinical documents. If any handed
[U}\‘D [ e Ip over to attendant
Cm — Yes[] No _
FQ w If yes, what ? lg.>
Medications / Consumables / Surgicals / Hand over
Sl.No. item Name Quantity
1
2.
3
4
5

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

D' MOh]

Patient & Clini

Lo\

Date & Time of PatieMt Received ; (.O Z }—( }

If the transfer order time & Completion time is mor, than 30 minutes, please tick the reason mentioned below :

—

0 Gopho

[] Unavailable Bed

Docu. No. : RCH /FRM / CLINICAL / 102

f
[C] Nurse not Available

(] Available Bed not ready
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Q) Rinbow’ | @ girthRight
PATIENT THANSFER FOHM ,.H,,E?Jﬂl.t,au,,lm .nvm.manwuuspml.s

Your Right to a Sale Delivery

) Mo\ N -

From Unit To Unit Information to Attendant
| 4 MiCU YesJZ]‘/ No []
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

0 Wo M over to attendant
— i E/

GUC-00093689 IP18-00036409
= T:o: ::;gsm MYOMZED  (F) Date & Time of Admission <y Date & Time of Transfer [ﬁdﬁ s
Dr. UMA K 0 \* w ]
IO A 1o M bab ol (o] ]20 >80 g,
[ ireating Consultant Name Transfer Ordered by Reason for Transfer

Yes[ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity
1
2,
3
4,
o /
Shiffing Summary / Notes Written by Doctor : Ye_sﬁ No[]
Nal ignature of Person who is Tragsferring Name of Person Ordered Transfer
S Rt By st
Patient & Clinical Records Received by : 9] m
. N ] / .
A 208
Date & Time of Patient Received l 1 /ISH Q/GJ-J{J Qki 1 S \ L ,5’}9 0_[

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

(] Unavailable Bed (] Nurse not Available (] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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Children’s .'Bi:tm,‘s?hi
BY NB 1TA)

Pn’rll:tl'l' TRANSFFR FORM t{uou?ﬂi}ﬁ!m Tour Right 0 5 Sae Detveny
-

ey TraRRe Wm T Date & Time of Admissi%n - 1 Date & Time of Transfer Order

AR A | olib ot s gpm (260, 5
-T—reating Consultant Name Transfer Ordered by Reason for Transfer
Ry Umake Do MDA AR
From Unit To Unit Information to Attendant
Lg) P t'?‘_H’l ‘%{)Dag \t’es‘::],.w No[]
Number of Sheets in Clinical File Number of imaging Films Personal belongings including
' @ clinical dg\?:rntlgr;téé:dzrr\]str handed
whole e el Ctn- e
l If yes, what ?
- ( : Medications / Consumables / Surgicals / Hand over
\:mg, ltem Name Quantity

p &

2

3.

5

9

Shifting Summary / Notes \Written by Doctor: ~ Ye No [}
i Shifed towaod

r Name & Signature of Person who is Transferring

oI Preads
et s

Name of Person Ordered Transfer

T MY haas

Patient & Clinical Records Received by :

A

Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

WM \\\‘\\9";

M/‘ﬁpo\m'

|

[ Unavailable Bed

Docu. No. : RCH /FRM/ CLINICAL /102

] Nurse not Available

[] Available Bed not ready







PATIENT TRANSFER FORM

N\

Rainbow® . . il
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes & kot to treat the litte, Your Right to a Sale Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
Treating Consultant Name Transfer Ordered by Reason for Transfer
From Unit To Unit Information to Attendant
' Yes [} No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
Yes[] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ftem Name Quantity
1.
2
3.
4
5.

Shiffin_g Summary / Notes Written by Doctor :

Yes [] No []

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

patient & Clinical Records Received by :

Date & Time of Patient Received

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

[ Unavailable Bed
Docu. No. ; RCH /FRM / CLINICAL / 102

[ Nurse not Available

[] Available Bed not ready







GUC-p0093689 IP18-00036403

Mrs R ANUSHA 2
12-06-1995 IYOM2D () Rainbow® .

e lidren’ BirthRight
AT T Nossnil " .'rf’__

It t2kes a ot o treat the Fide. Your Right te & Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: .ﬂ.],9.'&.[.2*9‘).,..‘9........‘. Time: ..[2.0 52 PM o

[ ~ 26 kg/m*

Origin: ........... 1 S Height: b 53.\.Coar Weight CI‘l“lks BMI: 0 ~ 28 kg/m’
=30 kg/m’

-—-""'/
Foad Allergies:
~
Diagnosis: EME\Q(AFNCVI-S(S
Type of Diet; E’ﬁt‘:uid 7 Soft O Normal ® Diabetic (ADM e O HA-
O Vegetarian P-(h%n-\.fegetarian O Vegan H\‘El'f\ﬁ‘jd“&]‘”"""L

Diet Advised:

Liquid Diet—ORS/ Coconut Water/ Butter Milk/ Barley Water/ Soups ()

Normal Diet-Rice, Rotis, Dal and Soft Cooked Vegetables and Curd

Soft Diet—SoftRice, Dal and Vegetable Curries Soft Cooked, Curd @

'S

Diabetic Diet-Brown Rice/ Qats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots / Tubers)¥:

i
Patient’s / Attendant's -U%Qynawﬁ. Dietician's
Signature: g% Signature: A@/(olé‘?{bb)
Date & Time: 11['{:[2(«4@]2'%5’*\ Date & Time: ...L.l.l..o.i‘.-t.I‘:)...a..z,..b...@...‘!.?’.i??s.:vp"'\
Doc. No. | RCH / FRM / CLINICAL / 195 (PT0)
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